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RefugeesThis article reports the ﬁndings of a scoping review assessing the extent and ways in which migrants have been
included in health impact assessments (HIAs) and HIA evaluations worldwide. A total of 117 HIAs and two HIA
evaluations were included. Only 14% of hand-searched HIAs mentioned migrants, 5% analysed migrants and
only 2% included them in their recommendations. Nonetheless, migrants would be expected to be part of the
analysis based on the reasons for which migrants were most commonly mentioned. Although the majority of
HIAs included in the review mentioned migrants in baseline conditions and impact analysis steps, migrants
were seldom included in recommendations. Furthermore, the use of frameworks or tools guiding the completion
of an HIA was negatively associated with the inclusion of migrants in recommendations. This is a pivotal risk of
frameworks notmentioningmigrants. Althoughworkshops and stakeholder engagementwere a frequentway of
includingmigrants in HIAs, this usually involved organizations representing migrants, and only seldom included
members of the migrant community themselves. The main barriers to including migrants in the HIA impact
analysis were the lack of available data on migrants and the signiﬁcant additional resources required to gather
and analyse additional data on migrants. Guidance is needed on ways to optimally include migrants in HIAs
and ensure that recommendations for mitigation measures are optimal.
© 2014 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).Introduction
Health impact assessment (HIA) provides a pragmatic approach to
tackling the social determinants of health; that is, the conditions in
which people live and work. It has the potential to create policies that
better attend to the determinants of health by assessing the anticipated
positive and negative impacts projects, programs, or policies may have
on health and recommending alternatives to mitigate the anticipated
negative impacts and promote positive impacts (Mindell et al., 2008;
WHO, 2011b). This can be particularly beneﬁcial to groups facing
systemic disadvantages such as migrants. It is necessary to understand
the way in which migrants have been included in HIAs to date in
order to understand the gaps to render the process more beneﬁcial.
There is no universally agreed upon deﬁnition of migrants. Different
deﬁnitions vary in terms of the types of reasons for displacement,, Ottawa, ON K1N 6N5, Canada.
i Jandu), aporo@hotmail.com
ourgeault),
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. This is an open access article underborders across which the displacement took place (national or interna-
tional), and the amount of time elapsed since the displacement. This scop-
ing review uses the deﬁnition adopted by the United Nations which
considers as migrant anyone who has resided in a foreign country for
over a year irrespective of the reasons and means used to migrate. Thus,
there are different types of migrants according to the context and reason
for which they migrate (Key Migration Terms, 2011). These include, but
are not limited to: international students in pursuit of a speciﬁc post-
secondary degree; temporary migrant workers who are present for a de-
ﬁned period of time according to a working contract with an enterprise;
refugees who have left their country of origin due to fear of persecution,
and economic immigrantswho have left their country of origin to amelio-
rate their quality of life, generally through employment (CIC, 2011; Key
Migration Terms, 2011). This deﬁnition does not include a time frame
after which a migrant is no longer considered one within a host country.
According to the International Organization for Migration (IOM)
there are 214 million migrants worldwide (International Organization
for Migration, 2012). Migrants may be socially disadvantaged because
they have experienced a break in their life and ﬁnd themselves in a
novel context with new societal and institutional norms and realities
(Vissandjee et al., 2004). Consequently, it has been observed thatthe CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Box 1
Steps of a scoping review.
1. Identifying the research question
Research questions are broad in nature as they seek to pro-
vide breadth of coverage.
2. Identifying relevant studies
Comprehensiveness and breadth are important. Sources
might include electronic databases, reference lists, hand
searching of key journals, organizations, and conferences.
Breadth should be determined and may be limited by re-
sources available to complete the review.
3. Study selection
Study selection includes post hoc inclusion and exclusion
criteria. These criteria are based on the research question
and on new insight on the subject matter through reading
the studies. This process should be iterative.
4. Charting the data
A data extraction form is created. Charting data should be
an iterative process in which the extraction form is updated
continually. Two authors should independently extract
data.
5. Collating, summarizing, and reporting results
An analytic framework or thematic construction is used to
provide an overview of the breadth of the literature. Numer-
ical and thematic analyses are presented.
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migration (Dunn and Dyck, 2000; Kennedy et al., 2006; Longitudinal
Survey of Immigrants to Canada: Process, progress, and prospects, 2003;
McDonald and Kennedy, 2004). Although access to curative health
care services constitutes a barrier to preserving their health, the decline
in health is equally mediated by the broader social determinants of
health (SDH) (Dunn and Dyck, 2000; Tastsoglou, 2006; WHO, 2011a;
Zhao et al., 2010).
However, little is known about how migrants are included in HIAs.
Thus, countries hosting an ever increasing number of migrants are
forgoing an opportunity cost by not knowing whether these groups
are effectively assessed to prevent the decrease in their health status.
Indeed, such a decline in health prevents them from optimally partici-
pating in and contributing to their new communities.
It is necessary to distinguish between the factors inﬂuencing the
health of different ethnic minority groups versus those affecting
migrant groups. While these factors may overlap, they have different
ramiﬁcations which may in turn translate into different considerations
for the analysis and recommendations of an HIA. The concept of ethnic-
ity is complex but implies the presence of either “shared origins or social
background; shared culture and traditions which are distinctive,
maintained between generations and lead to a sense of identity and
group-ness; and/or a common language or religious tradition”
(Bhopal, 2007). Thus, an ethnic group may be a minority without
being a migrant group while still facing health inequities for reasons
that are different from those faced by migrants. Conversely, migrants
might face similar barriers to optimal health irrespective of their ethnic
background (Vissandjee et al., 2004). To date, the concepts of migrant
status and ethnicity remain often wrongfully conﬂated in health
research. In the context of HIA, this may lead to suboptimal recommen-
dations which do not adequately consider the impacts of migration
irrespective of ethnic group.
Recently, there have been efforts to develop HIA guidance
frameworks and tools which emphasize disparities in impacts across
population subgroups in order to address potential health inequities.
Although these guidance frameworks have been termed health equity
impact assessment (HEIA), this nomenclature is not used consistently
in the literature and thus will not be used throughout this review.
These approaches promote the consideration of minority and disadvan-
taged groups by emphasizing the use of methods conducive to deter-
mining differential outcomes and perceptions between population
groups in addition to explicitly mentioning population groups that
may be more disadvantaged (Orenstein and Rondeau, 2009; Povall
et al., 2013).
HIAs can also be of different depths according to the timelines
and ﬁnancial resources, which are in turn reﬂected in the extensiveness
and detail of the data collection and analysis. A general way of
categorising the depth of HIAs is as rapid (or desk-top), intermediate,
or comprehensive (or in-depth) (Ison, 2000). Different types and
depths of HIAs have been found to include disadvantaged groups to
different degrees with rapid HIAs having a more superﬁcial consider-
ation of disadvantaged groups (Harris-Roxas and Harris, 2011). Despite
the ever increasing number of migrants worldwide and the importance
of their impact on global societies and economies, migrants remain
seldom mentioned in HIA guidance frameworks and consequently,
seldom explicitly included in HIAs. Thus, the inclusion of migrants in
HIA has never been systematically assessed.
Purpose
This scoping review sought to map out the extent and nature of the
inclusion of migrants in HIAs. The research question of a scoping review
must be kept broad in order to capture as much evidence in the disci-
pline within the scope of interest as possible (Arksey and O'Malley,
2005). Consequently, the research questions of this scoping review
were: “What is the extent of the literature on the inclusion of migrantsin HIAs?”; “How extensively does the literature on HIAs include mi-
grants?”; “How have migrants been included?”; and “Have HIAs ad-
dressed the needs and contextual reality of migrants and why?”
Methods
Scoping reviews provide valuable synthesis to inform and
contextualise subsequent systematic reviews and primary studies
(Levac et al., 2010). The following scoping review followed themethod-
ology suggested by Arksey and O'Malley (2005), who outline ﬁve broad
steps (identifying the research question; identifying relevant studies;
study selection; charting the data; and collating, summarizing, and
reporting results) and informed by the recommendations for applica-
tion made by Levac et al. (2010). This methodology was deemed as
most appropriate given its systematic nature and its use in several
other scoping reviews exploring issues in health policy and impact
assessment (Brien et al., 2010; Povall et al., 2013). A brief description
of the considerations for each step is provided in Box 1.
Identifying relevant literature
The literature identiﬁed was published worldwide. The literature
search encompassed three strategies. First, the following databases
were systematically searched: OVID (Medline), SCOPUS, ProQUEST,
European Centre for Minority Issues, EMBASE, Canadian Public Policy
Collection, and the Institute for Scientiﬁc and Technical Information
(INIST). Secondly, the documents from31key organizations and confer-
ences, which either voluntarily publish HIA reports or contain extensive
information on HIA and HIA resources were hand-searched for reports,
HIA evaluations, policy briefs, and other governmental documents.
There were six international organizations, nine from North America
(Canada, USA), 10 from Europe (United Kingdom, Ireland, Finland,
Sweden, Switzerland, Spain, The Netherlands), three from Oceania
(Australia, New Zealand), and one from South East Asia (mainly
Thailand). Lastly, experts in the ﬁeld were contacted for any additional
relevant documents with which they may be familiar. A detailed search
strategy can be found in supplementary documents.
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impact assessment, equity-focused impact assessment, Health and
Wellbeing Impact Assessment, Mental Wellbeing Impact Assessment,
or the evaluation of any such HIA types. These could be from any coun-
try and year as long as they were written in English, and had a clear
and complete description of the methods used. Lastly, the mention of
migrants, immigrants, refugees, newcomers, or asylum seekers was re-
quired for inclusion.Mention of ethnicity or ethnic groupswas also con-
sidered but not in the absence of themention of migrants. We excluded
any HIAs whichmention only general potential migration of population
(in and out of geographical region) without discussion of migrants as
population groups,mention impact of potentialmigrants on native pop-
ulation but not on migrants themselves, or mention travellers or Roma
ethnic groups.
We ﬁrst screened abstracts for relevance based on the inclusion and
exclusion criteria. Full texts were retrieved for those abstracts deemed
relevant for further detailed screening. All HIAs included in the ﬁrst
screening but subsequently excluded are detailed in the supplementary
document with reason for exclusion.
Charting the data
Included HIAs were separated into one of ﬁve HIA Categories:
(1) speciﬁcally identiﬁed and analysed, (2) speciﬁcally identiﬁed but
not analysed, (3) identiﬁed interchangeably with ethnicity and
analysed, (4) identiﬁed interchangeably with ethnicity but not
analysed, and (5) identiﬁed only in checklist used to guide the HIA.
The process of charting the data was iterative in its nature whereby
the extraction form was continuously revisited (Levac et al., 2010).
The data for each of the above HIA Categories was extracted
separately and according to the information sought from each Category.
A random subset of 20 HIAs was double extracted to ensure consistency
and coherence. The HIA Category “Speciﬁcally identiﬁed and analysed”
contained the most relevant information to answer the research
question and provided the major part of the data for analysis and con-
clusions. For this reason, this paper focuses on the results obtained
from this HIA Categorywith onlyminor information from the remaining
categories. A list of the items extracted from this category is found in the
box below. The list of items extracted from the remaining categories can
be found in the supplementary document.
Box 2
Items extracted in HIA Category “Specifically identified and analysed”.2 In
promo
individ1. What is the type of evidence anddepth ofHIA (HIA,HEIA, or
HIA evaluation and rapid, intermediate, or comprehensive)?
2. In which country was it undertaken?
3. Which type ofHIA (meet regulatory requirement, aid policy
or program decision-making, for advocacy, or community-
led)?
4. What is it assessing (policy, programme, project)?
5. Which framework was used for analysis?
6. What methods were used to include migrants in analysis?
7. What types of migrants were considered?
8. Rationale of including or excluding migrants
9. Were migrants included as stakeholders?
10. What methods were used to include them as stakeholders?
11. Was intersectionality2 considered? How?
12. Did recommendations consider migrants separately?tersectionality encourages contextual analysis of the social phenomenon, and
tes understanding of convergence of the determinants rather than the sum of
ual determinants (Hankivsky and Christoffersen, 2008).13. Was there a rationale for the inclusion of migrants in
recommendations?
14. Were any recommendations for other vulnerable groups
relevant to migrants as well?
15. Were there any findings about the process of including
migrants?
16. For evaluations of HIAs: How was inclusion of migrants
perceived by those in HIA process?Data analysis
Both qualitative and quantitative analyses were undertaken. A
qualitative analysis contributed to guiding the quantitative analysis. As
themes of interest not deﬁned a priori emerged inductively as needing
further exploration to answer the research question, the data extraction
chart was revised by theﬁrst author in an iterative fashion. Additionally,
themes relating to the process of including migrants were explored
inductively and reported in the ﬁndings.
The quantitative analysis consisted of a basic statistical synthesis of
the items extracted. Cross-tabulations of interest were also undertaken.
The Chi Square test of association was used to explore whether the
depth (rapid, intermediate, or in-depth) and nature of HIAs (policy,
project, or programme) had any statistical links with the analysis of
migrants with HIAs. The Chi Square test of association was also used
to determine the existence of a relationship between different variables
and the inclusion of migrants in recommendations. The crux and value
added of HIA reside in the recommendations (Wismar et al., 2007). It
is the nature of the formulated recommendations resulting from the
HIA that leads to speciﬁc ways in which negative impacts on health
are mitigated. Therefore, migrants being analysed without being con-
sidered in the recommendations of an HIA are not sufﬁcient to diminish
the observed decrease in their health status. For that reason, the links
between speciﬁc characteristics of HIAs and including migrants in rec-
ommendations were the focus of cross tabulation analyses.
To determine the percentage of HIAs that mentioned migrants, the
hand-searched articles were assumed to constitute a representative sam-
ple of HIAs. The calculation consisted of the proportion of hand-searched
HIAs included in the analysis (114) over the total number of hand-
searchedHIAs (i.e. the total number of HIAs posted on the sites searched)
(815). Duplicateswere accounted for by assuming that the number of du-
plicates found in the HIAs included for analysis would be representative
of the number of duplicates across the HIAs posted on the sites searched.
Results
Description of HIAs
The systematic search from all six databases yielded 9043 results
and 8347 results after de-duplication. The hand-search of key organiza-
tions yielded 195 results. No additional different documentswere found
by contacting ﬁve experts in the ﬁeld. A total of 227 full articles were
retrieved. Of them, 119 were included, 44 were excluded with reason,
and 64 were found to be duplicates. Thus, the results of the search
were: 117 included HIAs mentioningmigrants and 2 included HIA eval-
uations mentioning migrants. Fig. 1 provides a PRISMA ﬂow diagram of
the screening process. A table of reasons for exclusion can be found in
the supplementary documents.
Out of the total 815 hand-searched and screened HIAs, 14% (# 114
HIAs)mentionedmigrants. Of these, 39% (# 44HIAs) analysedmigrants
(that is, 5% of the total screened) and of these 36% (#16 HIAs) included
migrants in their recommendations (that is, 2% of the total screened).
There was a wide range of topics covered in the HIAs included. These
topics consisted of suggested bills, national and regional policies on
health, transportation, social issues, urban development, energy use,
employment, etc. They also consisted of projects on airport expansions,
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Fig. 1. PRISMA ﬂow diagram of review search screening process.
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services, mining, energy production projects, waste disposal, etc.
Therewas no trend for speciﬁc types of topics beingmore likely tomen-
tion HIA than others.Table 1
Characteristics of HIA Categories.
Migrants speciﬁcally
identiﬁed and
analysed
Migrants speciﬁcally
identiﬁed but
not analysed
M
i
e
Total number of HIAs 45 32 3
Publication dates Range: 1998–2013
Median: 2008
Range: 2002–2012
Median: 2007
R
M
Countries UK: 27
USA: 9
New Zealand: 5
Australia: 1
Kenya: 1
Vietnam: 1
South Africa: 1
UK: 22
USA: 5
New Zealand: 3
Sweden: 2
U
U
N
G
I
N
E
Depth Rapid: 21
In-depth: 3
Unclear: 21
Rapid: 10
Intermediate: 1
In-depth: 4
Unclear: 17
R
I
I
U
Type of issue assessed Projects: 28
Policies: 9
Programmes: 7
Social behaviour: 1
Projects: 12
Policies: 11
Programmes: 8
Social behaviour: 1
P
P
PThe general characteristics of HIAs falling exclusively under each of
the ﬁve HIA Categories and HIA evaluations are summarized in
Table 1.When exploringwhether certain types of HIAsweremore likely
to analysemigrants, therewas no statistical relationship found between
the depth of an HIA (rapid, intermediate, in-depth, or unclear) andigrants identiﬁed
nterchangeably with
thnicity and analysed
Migrants identiﬁed
interchangeably with
ethnicity but not analysed
Migrants identiﬁed
only in checklist
used to guide HIA
4 0 6
ange: 2002–2013
edian: 2007
n/a Range: 2005–2011
Median: 2008
K: 18
SA: 10
ew Zealand: 2
ermany: 1
reland: 1
etherlands: 1
uropean Union: 1
n/a UK: 6
apid: 8
ntermediate: 1
n-depth: 4
nclear: 21
n/a Rapid: 6
rojects: 20
olicies: 11
rogrammes: 3
n/a Projects: 4
Policies: 2
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statistical relationship between the nature of the HIA (project, policy,
programme, or social behaviour) and whether migrants were analysed
(95% CI, p = 0.20).
Findings
The ﬁndings were reported according to the three categories in
which HIAs were found and further ﬁndings extracted as well as the
two separate HIA evaluations.
HIA Category “Speciﬁcally identiﬁed and analysed”
Type of evidence. From the HIAs included in this category, there were
a total of 18 different types of evidence used. Of these, 11 different
types of evidence were used to gather data on migrants. These were
literature review (18 HIAs), stakeholder workshops (10 HIAs), second-
ary data analysis (7 HIAs), interviews (5 HIAs), survey (3 HIAs), focus
groups (2 HIAs), questionnaires (2 HIAs), policy analysis (1 HIA),
observation (1 HIA), primary data analysis (1 HIA), and media reports
(1 HIA). There were 9 HIAs where the type of evidence used to analyse
migrants was unclear.
Migrants in analysis.Migrants were analysed in at least one step of the
HIA process as follows: 1 HIA included migrants during scoping
(which included the needs assessment component), 27 HIAs included
migrants during baseline conditions analysis (which included the
community proﬁling component), 25 HIAs included migrants during
impact analysis, 14 HIAs included migrants in the recommendations
and 2 HIAs included migrants throughout the entire HIA. There were
also 20 HIAs that had general recommendations for vulnerable groups
which may have been relevant to migrants; 10 of these were regarding
ethnic or cultural groups. Overall, 33 HIAs had a clear rationale for
including migrants in the analysis whereas 12 did not.
Migrants as stakeholders. 15 HIAs included the analysis of migrants as
part of the stakeholder engagement. This did not mean that migrants
themselves were included as stakeholders. Indeed, most often (11
HIAs), this consisted in 3rd party organizations speaking on behalf of
migrants or experts mentioning concern for migrant health. Only 4
HIAs included migrants themselves as stakeholders whereas 25 did
not and 17 were not clear on whether or not they were included.
Special considerations for migrants. There were 6 HIAs which speciﬁed
using special methodological considerations to include migrants in the
analysis. These considerations included one or more of the following:
(1) the literature review explicitly searched for information on
migrants, (2) stakeholders were explicitly asked about migrants,
(3) ensured organizations representing migrants were included,
(4) translation of documents and workshops or interviews, and
(5) tailored approach including a component of cultural sensitivity.
Cross tabulations. The ﬁrst analysis assessed the link between the pres-
ence of a rationale for including migrants and the inclusion of migrants
in HIA recommendations. The presence of a rationale was not signiﬁ-
cantly linked with the mention of migrants in the recommendations
(95% CI, p = 0.729).
The second analysis assessed the link between the use of speciﬁc
frameworks or tools to guide the HIA process and the inclusion of mi-
grants in HIA recommendations. These guidance frameworks generally
provide a set of steps and general guidelines to undertake an HIA. The
use of a guidance framework to complete an HIA is not systematic,
however, as an increasing number of frameworks are developed, their
use is becoming more frequent. If a guidance framework has as a goal
the consideration of health inequities, it often also lists a set of potential-
ly disadvantaged population groups to which HIA practitioners shouldpay particular attention. When looking into whether the guidance
frameworks used by the HIAs included in this review mentioned mi-
grants as a group to consider in the assessment, it was found that only
four guidance frameworks did mention migrants while 12 did not.
Those HIAs using a guidance framework were signiﬁcantly less likely
to include migrants in their recommendations (95% CI, p = 0.025).
The last analysis assessed the link between HIAs with general rec-
ommendations for vulnerable groups thatmight be relevant tomigrants
and the inclusion of migrants in HIA recommendations. There was a
trendwhereby HIAs including general recommendations for vulnerable
groups did not to mention migrants explicitly. This was not statistically
signiﬁcant (95% CI, p = 0.428).
Process themes. Themes addressing barriers to adequately include mi-
grants within an HIA that were mentioned by the authors of HIAs
were explored. There were two such major themes emerging across
HIAs. Although these themes were not explored in detail within the
HIA reports, they provide valuable information on some of the rationale
for which HIAs might not include migrants even if they are recognised
as a signiﬁcant disadvantaged group. The ﬁrst theme was the difﬁculty
to ﬁnd data about migrants. This included the lack of available evidence
in the literature and in secondary data regardingmigrants. Thiswas par-
ticularly true regarding smaller scale, contextual data of the geographic
region being assessed. Secondly, the inclusion of migrants in analyses
might be deemed too resource intensive. Given that data on migrants
is seldom readily available in secondary data sources, additional prima-
ry data may be required. However, primary data collection is often
beyond the capacity of an HIA team given the human, monetary, and
time resources. Additionally, there often is a need for resources to trans-
late and tailor culturally sensitive approaches.
HIA Categories “Speciﬁcally identiﬁed but not analysed” and “Identiﬁed
only in checklist used to guide HIA”
When highlighting the different contexts in which migrants were
mentioned. There were a total of 10 general contexts in whichmigrants
were mentioned but without any further analysis. In the majority of
contexts (seven) further analysis would have been expected. These in-
cluded migrants being acknowledged as part of the general population
and being used as examples of disadvantaged groups, being part of a
change in demographic characteristics, migrants mentioned by current
residents for the potential impact an increase inmigrants could have on
local setting, long term goal of region is to attract migrants for the pos-
itive effects that would have on the local settingmentioned as an expla-
nation for increase in certain disease, and lastly, migrants mentioned in
the recommendations for mitigation measures but without a rationale.
The three contexts in which migrants were mentioned but where no
further analysis would be expected were: mention that migrants
would not inﬂuence the scope of the HIA, mention an information gap
that prevented the inclusion of migrants, andmention in recommenda-
tions to include migrants in future HIAs.
In those HIAs where migrants were present in the guidance frame-
works, 2 HIAs did not give any clear rationale for the exclusion of mi-
grants from the analysis. In 3 HIAs, the priority vulnerable groups
were determined by the steering committee but the prioritisation pro-
cess was unclear. In 1 HIA, vulnerable groups were prioritised through
a workshop and migrants were not found to be a priority group.
HIA evaluations
The following themes emerged from the HIA evaluations regarding
the inclusion of migrants in HIAs: HIAs should have been more open-
minded, had greater diversity of people and needed more sensitivity
to the context of migrants, notably clearer information which took
into consideration those for whom English is not a ﬁrst language.
OneHIA evaluation noted that city ofﬁcials had a great interest in mi-
grants' views that went beyond the purpose of the HIA report.
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The ﬁndings of this scoping review demonstrate that migrants
remain seldom included and analysed in HIAs in contexts in which
they would be expected to be analysed. When migrants are included,
they are unlikely to be mentioned in the recommendations for mitiga-
tion measures, which represent the crux of the HIA process. A recent
review assessing the reporting of HIAs in Australia and New Zealand
(Haigh et al., 2013) similarly found that minority groups are often ac-
knowledged, but are not analysed clearly for the potential impacts
they may incur and corresponding recommendations.
Additionally, migrants are often incorrectly mentioned interchange-
ably with general minority ethnic groups, who may not necessarily be
migrants. It is possible that the use of HIA frameworkswhich list speciﬁc
vulnerable groups may inadvertently lead to the omission of other
groups which may be relevant on certain instances, notably migrants.
Furthermore, migrants are seldom engaged as stakeholders and when
they are, special methodological considerations needed to ensure their
adequate participation are rarely taken. Nonetheless, the evidence
found supports the idea that the inclusion of migrants through the
entire HIA process including recommendations and evaluations of
HIAs provides a value added that goes beyond a generic consideration
of all vulnerable groups grouped together. It must be recognised that
additional resources must be allocated to further include migrants and
minority groups in general.
The evidence of this reviewwas found in awide range of internation-
al databases. The majority of included HIAs were from the UK and USA.
Migrants forman ever increasing portion of the population inmost coun-
tries and responding to the issues they encounter should prioritised.
Furthermore, themarginalization issues encountered bymigrants are in-
ﬂuenced by the speciﬁc contexts of both their home and host countries
but are nonetheless experienced by all migrants by virtue of the migra-
tion process itself (Vissandjee et al., 2004). Thus, the ﬁndings of this
scoping review could be considered by anyone undertaking an HIA
where there is a migrant population irrespective of speciﬁc context.
Implications for practice
There is a need for HIA practitioners to consider the potential rele-
vance of migrants more frequently and provide more explicit rationale
for the decision to include or exclude migrants from the analysis. When
migrants are included and analysis is relevant, practitioners could also
draft recommendations which explicitly considermigrants.When stake-
holders are engaged in the assessment and migrants are a relevant mi-
nority group in the population assessed, adequate resources should be
allocated to the use of speciﬁc considerations to facilitate their inclusion
such as translation, cultural brokers, or tailored workshops. Lastly, prac-
titioners using HIA frameworks to guide their process should be careful
of remaining restricted to only considering those groups explicitly listed
in the framework. Indeed, such speciﬁc lists often found in HIA frame-
works may have the unexpected effect of omitting groups who might
be disadvantaged in certain contexts even if they are not listed.
In terms of the broader practice of HIA, there is a need for greater
standardization of reporting. Indeed, not only is it necessary for each
particular step of an HIA to be reported, but also the reporting of speciﬁc
items under each step, including the methods, can be standardized.
HIA practitioners could adopt a greater use of the novel terminology
developed including the typology of HIAs (Harris-Roxas and Harris,
2011) and the depth ofHIAs (Ison, 2000). Thiswould allow formore op-
timal comparisons between HIAs. Additionally, many HIAs do not use a
theoretical framework to analyse their data. SincemanyHIA approaches
are called frameworks, this might lead to confusion about the need to
use a theoretical framework in addition to theHIA approach framework.
Nonetheless, it is necessary for HIAs to use theoretical frameworks and
subsequent logic models. Lastly, there is a need for a concerted effort
from the international HIA community to push for greater peer-reviewed publication of HIA reports, which would necessitate more
funding for this kind of research.
Implications for research
The ﬁndings of this review highlighted the need for better guidance
and methods to determine which vulnerable groups to prioritise. Of
speciﬁc interest for the inclusion of migrants is the distinction between
their needs and those of ethnic minorities who may not necessarily be
migrants. Although there have been a considerable number of publica-
tions discussing the distinction between ethnicity and migrant groups,
and the ramiﬁcations of these differences in health, the continued con-
ﬂation of both concepts indicates the need for guidance onwhen the use
of each concepts is most suitable. The use of theory might provide a
frame to better determine when and how migrants should be consid-
ered in HIAs. However, to date HIA remains a process devoid of theory.
As such, the entire ﬁeld would beneﬁt from developing theoretical and
conceptual frameworks to adapt and use according to the different
contexts of an HIA. There is a growing call for such developments
(Crosier, 2004) and a ﬁrst conceptual model has been suggested
(Harris-Roxas and Harris, 2011). Further work in incorporating theory
into the HIA process and speciﬁcally the consideration of minority
groups is necessary.
Lastly, the ﬁndings in this paper point to a need to develop guidance
and general principles on theway to includemigrants at each step of an
HIA. This need falls under ﬁve broad themes: (1) determining the
degree of inclusion and analysis ofmigrants according to scope and con-
text, (2) quantitative analysis considerations, (3) qualitative analysis
considerations, (4) the inclusion of migrants as stakeholders by consid-
ering when it is sufﬁcient to only involve organizations representing
them or involving the community members themselves as well as the
most suitable methods to do so, and (5) determining whether recom-
mendations speciﬁc to migrants are necessary rather than combining
recommendations for vulnerable groups in general.
Potential biases in the review process
A signiﬁcant bias in this review stems from the nature of HIA found
for screening. There are currently no standards on the dissemination of
HIAs. Although some HIAs have been published in peer reviewed
journals, the vast majority remain posted in organizational databases
on a voluntary basis. Furthermore, it is seldom possible to access HIAs
completedwithin the private sector. This is concerning since the private
sector is responsible for a large number of HIAs completed via the
requirement of the Equator Principles (2011). Thus, it is possible that
the frequency and inclusion of migrants within these HIAs are different
in nature than those included in this scoping review. Additionally, only
HIA reports published in English were included. This restriction was
unavoidable since this was the only language that all reviewers could
understand at an academic level and there was no translation capacity.
It is possible that HIAs published in languages other than English have
included migrants to a different degree or in a different way. Nonethe-
less, English remains the primary language in which HIAs are published
and consequently, the ﬁndings from this review can still be seen as
representative of overall HIA reports. Lastly, the screening method
used for the HIAs found through the key word search may have missed
different means of referring to migrants. Nonetheless, the method used
did include an extensive list of themost commonly used terms referring
to migrants and omissions are likely minimal.
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